ABSTRACT
Accepted Article research, 7 it has become clear that self-esteem has a steady influence on QOL. Additionally, in the findings of their follow up to their first study, Ritsner et al. 8 stated that self-esteem and other variables explained 41% of the variability in the general QOL index 16 months later; out of this, self-esteem had the greatest influencing factor in QOL change. Low self-esteem is also linked to suicidal ideation 9 and when self-esteem is low, a tendency exists for auditory hallucinations to turn negative and for the severity of delusions of persecution to increase. 10 In short, previous studies indicate that the self-esteem of individuals with mental illness affects their sense of self-preservation with suicidal ideations and other thoughts, is closely linked to their pathological symptoms, and is a key variable in the improvement of QOL.
Cognitive behavioral therapy (CBT) is one of the commonly practiced forms of psychotherapy, and is regarded as an effective treatment for a wide variety of mental illness, such as delusions of persecution, 11 children with manic depression, 12 and suicidal ideation 13 In Liza et al.'s studies 14 using Fennell's approach, 15 the results of the pre and posttest showed that self-esteem, depression, and anxiety had improved, and in Liz and Sandy's study, 16 it was reported that the improvement lasted two months post-intervention. Likewise, Polly et al. 17 reported that in a randomized controlled trial (RCT) of individual CBT using
Fennell's approach, 15 self-esteem remained high three months post-intervention. The authors of this study (HK) have also conducted CBT on 41 individuals with mental illnesses and compared
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(DSM-IV) 19 ; an outpatient of a psychiatric institution while living in the community;
sufficiently mentally stable so that hospitalization would not be required; and over 20 and under 65 years of age. Exclusion criteria were an intellectual disability; dementia; disabilities that result in an anti-social personality; prior experience of CBT; and serious physical illness.
Participants were recruited in two steps through a workshop (Thinking about yourself:
How to love yourself using cognitive behavioral theory) and an association comprising interested parties. The researchers created a poster to recruit the participants and submitted this to the association and workshop. The applicants submitted their application form to the association and the person (a specialist) in charge of the workshop. We received 41 applicants willing to participate in the first round of recruitment and 21 people in the second round of recruitment, totaling 62 individuals. Written informed consent was obtained from all patients after the procedures had been fully explained.
Study Design
This study was designed as a non-randomized controlled trial with a control group. The authors put the 41 participants from the first round of recruitment into the experimental group that would receive the intervention, calling it the intervention group (CBGTRS and usual care).
The usual care contain pharmacotherapy and other type of psychotherapy. The group
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overview of the program). One aim we had for the first session was to have the authors and all study participants become familiar with one another in order to shorten the emotional and psychological distance and to help everybody feel safe participating in the program.
Additionally, we spoke about the importance of self-esteem, explained CBT's basic model, and conducted psychological education on normalizing. The second session focused on the practice of behavioral methods. The third to fifth sessions focused on cognitive reconstruction. Here, the participants wrote about their condition, mood, automatic thoughts, physical reaction, and action on the assessment sheet, observed the self, and then looked for and organized the negative or vicious cycles within their automatic thoughts, mood, physical reaction, and action. After this, we used the cognitive reconstruction record chart and deliberately created a balanced thought. In the sixth session, we created a list of goals and recognized the negative self-image that obstructs the self from achieving those goals. The seventh to eleventh sessions focused on selecting the negative self-image one wanted to work on and, while recognizing the strengths one has within his or her own self, worked on accepting the self as a balanced whole. The final session focused on practicing behavior methods.
The lead author (HK) and a former public health nurse conducted the intervention.
The former took the role of the leader and the latter was co-leader. The leader created the materials for each session. 20 The leader has experienced 12-year psychiatric nursing practice and The confounding factor (neuropsychiatric medication taken per day) was calculated based on the equivalent of a standard medication: for the antipsychotic medications, chlorpromazine was used as the basis for calculation; for anxiolytics drugs, diazepam was used;
and, for antidepressants, imipramine hydrochloride was used. Antiepileptic medications were not calculated into an equivalent medication; rather, we tallied the amount one took in one day.
Regarding the use of social resource services, the 14 services the individuals with mental illness can access were itemized and quantified.
To measure self-esteem, moods, cognition, subjective wellbeing, and psychiatric symptoms with the intervention group, the survey and questionnaires were completed together while the group convened; for the control group, the survey was a mailed questionnaire.
Psychiatric symptoms were evaluated by the staff of the association to which the participants belonged or by the workshop staff. When tested, the same individual evaluated the psychiatric conditions for the entire period. The outcome indicator and confounding factors were measured in all periods (T0 to T3).
Analysis
The data regarding the participants' sex, age, residence, household structure, marital status, educational background, occupation, duration of primary diagnosis, and history of hospitalization, as well as the medication taken per day and usage of social services at the baseline period were compared between the intervention group and the control group and evaluated for equivalency in the outcome indicator as per the t-test.
In each period, the difference in the average of confounding factors was examined.
After which, in order to accept potential participation dropouts and maintain validity, we used a This article is protected by copyright. All rights reserved.
Accepted Article linear mixed model analysis to evaluate the differences in the average of the outcome indicators within each group between T0 and T1, T0 and T2, and T0 and T3. To compare the main effect, we went through multiple comparisons using Bonferroni corrections. Additionally, to check for any learning effects, with the assumption that Cronbach's alpha would be more than 0.8 for the tests used in this study, we analyzed it by checking if the test score increased or decreased in its average value or in its variance by evaluating the average scores of the intervention group's outcome indicator and the change in the standard errors. Figure 1 shows participants' flow. Of the 62 participants who were enrolled in the study, 41
RESULTS

Baseline Characteristics
were allocated to the intervention group, and 21 to the control group. In the intervention group, 3 participants dropped out and 38 participants received all 12 programs (i.e., no one skipped the sessions). Meanwhile, there were some dropouts during the follow-up period, and the total percentage of participation over the course of the study was 78.1%. Participation in the control group was 90.5% for the entire period with two dropping out at T3. Table 2 presents raw data for the participants' baseline characteristics. No significant differences were noted between the two treatment conditions on any sociodemographic or
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T3 compared to T0 each had higher scores (p < .05, p < .01). The self-esteem score did not drop even at 12 months post-intervention. The self-esteem score of the control group dropped over time, but not to a statistically significant degree (Table 3) .
Secondary Outcome
Mood Changes (POMS)
Other than V in the intervention group, the scores in T1, T2, and T3 dropped compared to T0.
The scores for T-A, D, and C at T2 significantly dropped (p < .01, p < .05). F and C at T1
significantly dropped compared to T0 (p < .05). The score for T-A, D, and C at T1, T2, and T3 compared to T0 dropped for the control group, but not to a statistically significant degree. A-H, V, and F decreased over time, and there was as significant drop at T3 (p < .05). Therefore, in both groups, there was a drop in the intensity of all moods since T0, except for V in the intervention group, which is a positive item. The intervention group was able to keep a low score for T-A, D, and C for three months post-intervention (Table 3) .
Cognition Change (Cognitive Bias)
The "total cognitive bias score" (p < .01), "should thinking"(p < .05), "labeling and mislabeling"(p < .05), "personalization"(p < .05), and "all-or-nothing thinking"(p < .01)
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Psychiatric Symptom Changes
The psychiatric symptoms of the intervention group were significantly low at T1; T2 and T3
were all low compared to T0 (p < .001) and the psychiatric symptoms were alleviated. This score remained low even 12 months post-intervention. The control group did not change their psychiatric symptoms over the periods measured ( Table 3 ).
The Effect of the Intervention Program
We evaluated the change in the averages and standard errors in the outcome indicators where there was a significant difference at the measurement periods of T1, T2, and T3 compared to T0
to ascertain the development and learning results of the intervention group. The items that had an effect all the way to T3 in both an increase (or decrease) in the average score and in the standard error were self-esteem and sense of emotional control (inadequate mental mastery).
The items that had an effect all the way to T2 in both an increase (or decrease) in the average score and in the standard error were T-A, D, and C. Other indicators did not show both an increase (or a decrease) in the average score and in the standard error (Table 3) .
DISCUSSION
This non-randomized controlled trial tested the effectiveness of CBGTRS, which had set Accepted Article self-esteem, mood, cognition, subjective wellbeing, and psychiatric symptoms as the outcome indicators for evaluation. At the intervention's commencement, the intervention and control groups had no difference in the outcome indicators or in the daily neuropsychiatric medication use or even in the social services use. Therefore, it was possible to compare and discuss the program's effectiveness.
The intervention group's scores for the primary outcome, self-esteem, increased over time and, 12 months post-intervention, the score remained high. Additionally, as both the average and standard error gradually increased over 12 months post-intervention, we think this program's influence on learning and the developmental effect is undeniable; when we look at the trend in the change within the group, comparing that with the difference between the groups, we see a good possibility that this program is useful to recover one's self-esteem. In recent years, reporting not only the p-value but also the degree in which something shows effect has been encouraged; therefore, it is likely important to debate this based on the calculated degree of effect (difference). It is also important to undertake a study comparing metadata from past studies and compare it with the amount of effect this program had on the participants.
Out of the secondary outcomes, the only item that showed an effect and increase 12 months post-intervention in both the average score and in standard errors was inadequate mental mastery. Conversely, inadequate mental mastery and self-esteem decreased in the control group
This article is protected by copyright. All rights reserved.
Accepted Article significantly after 12 months. It was also noteworthy that V only increased in the intervention group. From these factors, we can suggest that the intervention group learned about defusion and, in the program as well as experienced clarification of their values, gained better mastery of their mental state and vitality; as they managed to maintain these aspects, this lead to better self-esteem. When we look at the CBT intervention follow-up with those with low self-esteem,
we can see that they were able to maintain higher self-esteem three months post-intervention.
17
In this study, however, we were able to verify the lasting effect 12 months post-intervention; it could be said that this program is a program that can help recovery and maintain one's self-esteem for a relatively longer period. Since we were unable to find another study on a CBT-based intervention program that showed improvement in V, perhaps this point also could be said to be a unique characteristic of this program.
When we look at the change in the secondary outcome, the moods in the intervention group, T-A, D, and C scored significantly lower for the first three months post-intervention.
Additionally, for three months post-intervention, the average score gradually decreased, and the standard error gradually increased. From these results, we could say that this program affected mood as well; by comparing the change and trend in the movement of the mood within the group and comparing that to the control group numbers, concluded that this program can affect mood in T-A, D, and C, and, thus, recovery in this area is also possible. While we could not see
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control group. Additionally, a significant drop in the use of social resources was noted only in the control group.
Finally, we must comment on the research design. In order to implement a program with evidence in a clinical setting, a high-quality, high-standard RCT must be used. 29 RCT can control known and unknown variables, and is able to establish a relationship between the intervention and outcome. Since this program used split allocation for the non-randomized controlled trial, we cannot say that this study has high reliability. Additionally, in order to detect the difference between groups, a more sufficient sample size is needed, as the sample sizes in this study for the intervention and control groups were unequal. Further, since several demographic and psychosocial factors (e.g. diagnostic group, age, sex, and so on) are related to lowered self-esteem in psychiatric patients, 4 ,30 future studies should perform sub-analysis with larger samples to assess baseline predictors of treatment outcomes.
In conclusion, from within-group trends and between-group differences in self-esteem, we conclude that CBGTRS may have a relatively long-term effect on self-esteem recovery. T2
is the turning point for moods and cognition; thus, follow-up is needed three months following the initial program. Note: There were no significant differences between the two groups on any variables.
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